It seemed appropriate that the Psychiatric Section of the RSM should journey to Stratford for the meeting on 19 June 1987, when 'Shakespeare, psychiatry and the unconscious'was a major component ofthe programme.
Although there are other themes for which Shakespeareans might aptly journey to Wimpole Street, on this occasion the pilgrimage was in the right direction. It underlined the significance of what Shakespeare has to say to late 20th century psychiatry, rather than vice versa. And the sequence of topics tackled by the speakers could scarcely have been fortuitous.
Firstly, an actress spoke on 'Creating a Character'the meeting of actor and text. She talked of the importance of space as a means of linking mental agility and body movement. And in her emphasis on kinaesthetic empathy between actor and audience, she had much to say that will have found echoes in therapeutic circles. One particularly memorable phrase was 'Try walking on the commas and see what it does to the thought'.
Secondly, a professor of psychiatry explored Shakespeare's versatility as a phenomenologist in his celebrated 'Seven Ages of Man'. The main theme of the ensuing discussion, between clinicians and Shakespearean academics, followed the observation that Shakespeare seemed to pay relatively little attention to adolescence. Could this be because the duration of Elizabethan adolescence was diminished by societal pressures?
Thirdly, the director of the Shakespeare Institute spoke on 'Shakespeare's language of the unconscious'. And we were told that the speaker had chosen to 'trace one strain' of Shakespeare's interest, namely, 'terrorism', though he might have chosen other equally topical themes. For the psychiatrists present, this represented the distilled reflections of an expert whose perspectival world is congruous with, yet different from, theirs. We heard that 'the language betrays and reveals more than it expresses'. And in the discussion we were offered paradoxical insights of passages in Shakespeare where 'the language does .not quite surface'.
Fourthly, two psychotherapists presented a psychoanalytic appraisal of 'Twin Dynamics in The Winter's Tale'. After the ground had been prepared from a theoretical point of view, some of the intensity of the dialogue was conveyed by antiphonal reading.
Finally, an English lecturer drew our attention, among other things, to the range of Shakespeare's perception of health and illness in Macbeth; to his 'attempt to turn the theatre itself into a means for retaining and affirming sanity' and to the ritual aspects of the dual status of dramatic performance in which the audience became both participant and witness.
From that idiosyncratic viewpoint which is the prerogative of an editorial writer, I can now try to piece together various strands which may explain why Wimpole Street was advancing upon Stratford, and the Burnham Wood of fixed psychological attitudes was under discussion and on the move. The key themes could be presented as follows: (1)performance;
(2) clinical phenomenology; (3) language; (4) psycho. analysis; and (5)participant/witness, which we might elide under the heading ofan existentialist perspective.
Of Shakespeare's contribution to the student of clinical phenomenology, both in general medicine and in psychiatry, there can be no doubt. The difficulty in writing this passage is not to think of examples, but to choose between the countless vignettes which present themselves. But, for me, the death of Falstaff must come first. Anyone who has worked in general medical practice, or has been present when the presence of death is just beginning to be detectable, knows how important the following lines are: 'So a' bade me lay more clothes on his feet: I put my hand into the bed and felt them, and they were as cold as any stone; then I felt to his knees, and so upward, and upward, and all was as cold as any stone.'
(Henry V, II. iii. 22)
Or again, how much successful clinical discernment depends upon the non-verbal communication of facial expression, which serves as background and peri. phrasis to the spoken word:
'Thou tremblest, and the whiteness in thy cheek Is apter than thy tongue to tell thy errand.' (Henry IV. Part 11, I. i. 68)
How often has faltering staccato speech in the consulting room been broken off by crying? 'My lord, you told me, you would tell the rest, When weeping made you break the story otT, Of our two cousins, coming into London. ' 'Where did I leave?' 'At that sad stop, my lord.'
(Richard 11. V. ii. 1) Probably every reader of this Journal will recall clinical incidents in which a patient who was speaking came to 'that sad stop'. All clinicians will have been present when patients have asked 'Where was I?'knowing that 'dislocation' has several connotations.
In many ways we seem to know much more about the workings of the mind than it was possible to know in Shakespeare's day. Or have we merely changed one frame of reference for another? To speak of 'drive derivatives' may sound more scientific than 'darkness and devils', but their impact upon our life remains the same.
Shakespeare's psychodynamic phenomenology, by which I mean the description of implicit inner world phenomena, has never been bettered. And it is difficult to imagine that it ever could be. Consider the The birthday of William Shakespeare is on 23 April 0141·0768/88/ 040187·021$02.00/0 © 1988 The Royal Society of Medicine way in which Hamlet's mother describes Ophelia's state of mind prior to her drowning. She spoke 'as one incapable of her own distress' (Hamlet IV. vii. 178).
Malan (1979)1 wrote: 'The aim of every moment of every [psychotherapeutic1 session is to put the patient in touch with as much of his true feelings as he can bear'. If distress is regarded as subjective experience which is so disturbing that it takes us to the border of the 'unbearable', it could be said that the aim of psychotherapy is to enable a patient to become 'capable' of his own distress. This sounds modern. Yet it is using Shakespeare's language precisely and without modification.
Or again, every psychotherapy trainee attends seminars and reads books about 'object relations', yet it must not be forgotten that the following line occurs as a description of King Lear's love for his favourite daughter. It clothes object relationships in a dynamic and eloquent metaphor.
'This is most strange, That she, who even but now was your best object, The argument of your praise, balm of your age, The best, the dearest, should in this trice of time Commit a thing so monstrous, to dismantle So many folds of favour.' (King Lear 1. i. 214; italics added)
Following our sequence of topics, we find that psychoanalysis appears between language and existentialism. And reference will be made to a literary critic's comments upon sequential dramatic events. That B follows A, does not necessarily imply that A caused B. The caution in attributing cause to an observed sequence, is a healthy reminder to clinical observers who rightly acknowledge the importance of psychic determinism and unconscious motivation. Joyce Carol Oates'', referring to Troilus and Cressida, writes 'Like Greek tragedy, this play has certain "vertical" (or universal) moments that coincide with but can sometimes be only weakly explained by their "horizontal" or narrative position' (italics added).This literary observation finds clinical embodiment in a Broadmoor patient's reflection upon the 'cause' of his crime: 'There was reason. But not reason enough'. It was only 'weakly explained' by antecedent events.
Rabkin", referring to certain aspects of Macbeth says, 'The understanding of character suggested by Macbeth is only secondarily psychoanalytic; more important is the implication that ultimate motivation is often crucially obscure . . .'. And Brockbank", writing of Coriolanus, observes: 'It is not surprising that Coriolanus has had its share of attention from psychoanalytical critics.' ... meaning that they have had their go, but haven't got very far. This carries the important implication that there is also 'a world elsewhere'. Even so, the significance of unconscious motivation stands as an ensured monument to Freud's perceptive originality. It is, and will remain, one of psychiatry's sure foundations.
Here we have three expert literary scholars telling us that though psychoanalytic insights can be useful, they do not necessarily tell us all we hope to know. And this, I suggest, is one of the main reasons why, at least in this instance, Wimpole Street is en route to Stratford, perhaps by way of New Cavendish Street (The Institute of Psycho-Analysis). Clinical intervention indicated on psychoanalytic grounds may prove beneficial, even life-saving -but not necessarily. And not always so. Other approaches, involving medication or even surgery, may -on occasion -be vital if a patient's life is to continue, so that the unconscious has something to motivate. It need scarcely be said that there are many psychiatric conditions for which psychoanalytic treatment is not indicated, though analytically informed understanding often buttresses an eclectic therapeutic policy.
Finally, the existential component, stressing the importance of the involved understanding of the participant-witness may be metaphorically true, but it cannot always be presumed to have literal veracity. For example, it is not true, in the same sense, to say 'we all kill and die with Macbeth'. Whereas it was probably true for the audience on 19 June, it might not be so for another group of students taking an '0' level in English Literature, who happen to be patients in Broadmoor Hospital, and whose 'set book' is Macbeth. Their identification with Macbeth's killing is of a different order.
These thoughts all illustrate the importance of flexibility and the capacity to change frames of reference. They underline the neglected coherence which demands that it can never be assumed that one perspective, no matter whether it is phenomenological, psychodynamic or existential, has a monopoly of truth. Shakespeareans sometimes refer to 'unstable insights', whereas in the psychoanalytical world it is usually presumed that stability grows once insight has occurred. In the varying lights we are offered, both are true, sometimes. This is reminiscent of the usual reading of King Lear when Gloucester says 'And that's true too' (King Lear, V. ii. 12) (italics added). But in a recent production at the National Theatre this expectation was not fulfilled, because we heard 'And that's true too' (italics added). This is a legitimate change in deictic stress. And clinical work places great emphasis upon the emphasis of the spoken word.
These are some of the reasons why it was good for Wimpole Street to travel to Stratford. There are equally good reasons why other editorials might journey in the other direction.
In The Taming ofthe Shrew we hear the question: 'Travel you far on, Or are you at the farthest?' ( The Taming of the Shrew, IV. ii. 73). Fortunately, for clinicians and Shakespeareans alike, we are unlikely to reach 'the farthest', so that further dialogue is assured.
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